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BA 27-year-old female patient presented with a non-healing disfiguring upper lip ulcer for 
10 months. At the time of presentation 50% of her lip had been eroded. She had had 
several consultations and had been on several antibiotic courses without improvement. 
Histopathological evaluation of an incisional biopsy specimen revealed that she had 
histoplasmosis. This prompted an HIV test, as this disease is common in 
immunocompromised patients. Once the diagnosis was clinched she was commenced on 
Itraconazole with complete resolution of the ulcer. Antiretroviral therapy was also 
initiated. 
 





Non-healing ulcers can be disfiguring especially when they are located on the face.  Besides 
the distress of disfigurement the patient has additional stress of worrying about malignancy 
especially squamous cell carcinoma. Infectious aetiological agents need to be excluded in 
chronic ulcers. Histoplasmosis is a granulomatous infectious mycosis caused generally, but 
not exclusively by Histoplasma Capsulatum. Samuel Darling first described the disease in 
1905. Commonly it has pulmonary manifestations but can affect reticuloendothelial organs1. 
Oral lesions manifesting primarily are rare2. They tend to occur in conjunction with 
disseminated histoplasmosis especially in HIV-infected patients3. A histological examination 
of an incisional biopsy secures the diagnosis of histoplasmosis and should prompt an HIV 
test.  Medical treatment is all that is needed in these chronic ulcers due to Histoplasma 
Capsulatum. There is prompt response to Itraconazole. We present a case of primary oral 
histoplasmosis in a patient who as a result of the diagnosis was subsequently found to be 




A 27-year-old female patient was referred to our outpatient surgical clinic with a 10-month 
history of a non-healing ulcer on the upper lip. She had been on several antibiotic courses 
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some based on pus swab microscopy, sensitivity and culture with no improvement. She had 
no co-morbid conditions and her HIV status was unknown at the time of presentation. 
 
On physical examination she was a young female patient who was distressed about the 
ulcer. Her blood pressure, pulse and temperature were normal.  She had mobile cervical and 
axillary lymphadenopathy. Her Cardiovascular and Respiratory examination were normal, as 
were the rest of the systems. There was an irregularly- shaped ulcer involving more than 
50% of her upper lip. The edges were punched out with no attempt at healing. Necrotic 
tissue was evident on the most superior part of the ulcer. The pre-treatment image of the 
ulcer is shown in Figure 1. 
 
 
Fig 1: Pre-treatment image of the ulcer 
 
 
Fig 3: Post treatment image of the upper 
lip.
A diagnosis of a chronic mucocutaneous ulcer of the upper lip was made. Hematological 
investigations showed a low white cell count of 3.36 x 109/l and low hemoglobin of 
11.20g/dl. Her biochemistry results were normal. An incisional biopsy was done in theatre.  
Microscopic examination showed some poorly formed granulomas with multinucleated 
giant cells ingesting fungal spores. Appearances were consistent with Histoplasmosis and 
there was no evidence of malignancy. The patient was commenced on high dose 
itraconazole for 6 weeks. The results were dramatic. There was complete healing of the 
ulcer with no need for plastic reconstructive surgery.  Post treatment images of the upper 
lip are shown in Figure 2. After appropriate counseling an HIV test was done. Her HIV test 





Histoplasmosis is a fungal disease caused by Histoplasmas Capsulatum. Samuel Darling first 
described the disease in 1905. Histoplasma Capsulatum is a dimorphic fungus found in 
warm humid environment that contains bird and bat excreta1. Sources of infection are birds, 
bats and soil contaminated with their droppings2.Spores are infective to humans and small 
animals. The disease is transmitted by the inhalation of airborne conidia. Introduction of the 
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Histoplasma Capsulatum causes acute and/or chronic pulmonary disease but can affect 
other reticuloendothelial organs3. Oral lesions manifesting primarily are rare4. They tend to 
occur in conjunction with disseminated histoplasmosis especially in HIV-infected patients5.  
Recently primary mucocutaneous ulcers have been reported with greater frequency in HIV-
positive patients6. This was the case with our patient who was later found to be HIV 
positive. Differential diagnoses include lichen planus, squamous cell carcinoma and 
tuberculous ulcer. 
 
Diagnosis is established by identifying the small intracellular yeast cells (2-5mm) of 
Histoplasma in smears of mucocutaneous lesions, sputum, peripheral blood, and bone 
marrow or biopsy specimens. Our patient had diagnosis established from a biopsy specimen 
because squamous cell carcinoma was one of the differential diagnoses. Histopathological 
identification of Histoplasma Capsulatum in the sections provides conclusive evidence of the 
disease7. 
 
In immunocompetent patients the disease is self-limiting. Pulmonary histoplasmosis in HIV 
patients is managed with Amphotercin B at a dose of 2gms intravenous for 10weeks. 
Mucocutaneous or oral lesions are best treated with Intraconazole at a dose of 200mg twice 




In conclusion patients presenting with oral ulcers should be meticulously examined and 
laboratory investigations should be done to exclude histoplasmosis. Biopsies of chronic 
ulcers must always be done early to avoid ineffective treatment, which contributes to the 
delay of the diagnosis, as was the case with our patient and also in averting unnecessary 
surgery, which may cause further disfigurement. Histoplasmosis being an opportunistic 
infection may be the first and only indication of HIV infection ever with CD4 cell counts 
below 400, as was the case in this patient. This case highlights the importance of tissue 
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